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For decades, social scientists have attempted to understand the relationship between multiple role participation and psychological well-being among women. Unfortunately, much of the research has focused almost exclusively on White, middle-class, middle-aged women (Staples & Boulin-Johnson, 1993) participating in traditional roles, such as spouse, parent, and worker. Particularly noteworthy is the absence of women of color in these studies (Adelmann, 1994) . Thus, little is known about the influence of multiple social roles on the psychological well-being of older women of color, specifically African American women.
African American women have historically held multiple roles. Within a sociocultural framework, the multiplicity of social roles held by African American women is attributed to: (a) African cultural heritage, (b) strong religious beliefs, (c) "caretaking roles" undertaken as a result of socioeconomic barriers, and (d) mutual aids necessary for family preservation (McCray, 1980) . For example, due to the economic marginality of many African American men, African American women have been forced to seek employment in order to contribute financially to the household (Staples, 1988) . Similarly, African American women have always been actively involved in care providing for immediate, extended, and fictive kin (Barresi & Menon, 1990; McCray, 1980) . Consequently, relative to Whites and even some ethnic groups of color, African American communities today snow higher levels of multigenerational house- holds, fosterage of kin and nonkin children, and care for dependent family members (Staples & BoulinJohnson, 1993) . Additionally, in an effort to enhance the general welfare of family members and neighborhood residents, many African American women make significant contributions to their community through church and volunteer work (Harrison, 1989) . The ability to manage multiple roles, often under oppressive situations, has come to symbolize the "strength" of African American women. Yet few researchers have looked at the cost to the health of these women (Hooks, 1981) . In addition to the sociocultural influences on multiple social roles, there are demographic factors that affect the number and types of roles occupied by African American women. For example, many African American women are not married because of the life expectancy and availability of African American men (National Center for Health Statistics, 1994) . The life expectancy of African American men is significantly lower than that of White men (National Center for Health Statistics, 1994) . This decreases the probability that midlife and older African American women will be married or have men available to marry after the death of or divorce from a spouse. Thus, African American women are less likely to occupy the marital role and less likely to have the economic and psychological benefits associated with marriage than are White women.
White women are more likely to be in marriage and employment roles than are African American women (Saluter, 1991) . African American women, on the other hand, are more likely to be nonmarried parents and twice as likely to serve as primary care providers to grandchildren than White women (Brown & Monye, 1995) . This information provides strong evidence tnat these factors may distinctly influence not only the number and constellation of social roles among African American and White women (Broman, 1991; Waldron & Jacobs, 1989) , but also have implications for race differences in psychological well-being.
Theoretical Perspectives on Roles and Well-Being
In an attempt to understand the influence of multiple role participation on the psychological wellbeing of women, scholars have proposed hypotheses that have resulted in 30 years of exploration and debate (Hong & Seltzer, 1995) . Two opposing hypotheses are at the heart of the debate: role strain and role enhancement (Hong & Seltzer, 1995; Moen, Robinson, & Dempster-McClain, 1995; Stephens, Franks, & Townsend, 1994) . Both evolve from role theory and are distinguished by the proposed impact of social roles on well-being. The role strain hypothesis asserts that multiple roles cause overload and role strain (Coode, 1960) . Specifically, role strain or overload emerges as a consequence of incompatible or a large quantity of role demands (Adelmann, 1994) . Role strain results in pernicious mental health consequences for individuals' multiple social roles.
The role enhancement hypothesis, on the other hand, contends that multiple social roles provide meaning and purpose for people. Role enhancement asserts that positive psychological effects of well-being are derived from multiple role management regardless of the nature of roles (Rushing, Ritter, & Burton, 1992) . The overwhelming number of research studies on social roles and psychological well-being conclude that the healthiest individuals have the most complex social role configurations (Hong & Seltzer, 1995; Kandel, Davies, & Raveis, 1985; Rushing et al., 1992; Thoits, 1983; Waldron & Jacobs, 1989) . The more roles people perform, the greater their ability to maintain positive thoughts about some aspect of self and the greater their resources for trading off negative aspects of each role (Adelmann, 1994; Thoits, 1983) .
Research on Social Roles
The few studies on African American women provide support for both the role strain and role enhancement hypotheses (Staples & Boulin-Johnson, 1993) . Both theories have implications for the well-being of African American women. However, Staples and BoulinJohnson (1993) contend that role strain theory may be more salient for understanding the circumstances of African American women than perspectives focusing on the actual number of social roles that these women occupy. On the other hand, Malson (1983) notes that some African American women create strategies that reduce the strain of multiple role responsibilities.
Employment, parenthood, and marriage are the most frequently examined social roles in the literature. Of the three roles, employment was consistently found to be the most significant predictor of well-being among women in several studies (Coleman, Antonucci, & Adelmann, 1987) . In their study of middle-aged and older African American women, Coleman and colleagues (1987) found that few of the women participated in all three of the traditional roles of worker, spouse, and parent; worker and parent were the two roles performed by most of the women. For middle-aged and older African American women in Coleman and colleagues (1987) , the work role emerged as especially important for their psychological and physical well-being.
Increasingly, research studies are examining contemporary roles held by older women in our society. For example, studies on such roles as volunteer (Fischer, Mueller, & Cooper, 1991) , grandmother (Miller & Cavanaugh, 1990) , and care provider (Moen et al., 1995; Stephens et al., 1994) are currently being examined in the literature. Among those studies that have gone beyond this social role triad, findings tend to support the role enhancement hypothesis. However, few studies have explored the impact of contemporary social roles in relation to traditional social roles and well-being. This is particularly true of those studies that have examined racial differences among middle-aged and older women.
The purpose of the current analysis is to explore racial differences in the relationship between multiple role participation and mental health, specifically depressive symptoms among older women. This study informs our thinking in three ways. First, few studies discriminate mental health outcomes based on particular social roles among African American and White women. Hence, this study seeks to understand whether specific roles influence the mental health of African American and White women in similar ways. Second, in the absence of studies focusing on racial differences in the number and constellation of social roles, this issue is addressed in this article. Similarly, in an attempt to understand the influence of social roles on depressive symptoms, racial differences are examined. Finally, changes in family structure have expanded the social roles of contemporary women, thus this study goes beyond the traditional roles examined in the literature to include contemporary roles held by midlife and older women. Based on the literature reviewed on the historical context of role performance among African American women, we anticipate that African American women will occupy a different set of roles than White women, which has implications for racial differences in mental well-being.
Methods

Data and Sample
The analyses are based on cross-sectional data from the first wave of the Health and Retirement Study (HRS; Juster & Suzman, 1995) . The HRS contains contemporaneous data on health, employment, income, and family structure for a nationally representative sample of individuals born between 1931 and 1941 and their spouses, regardless of age. A total of 12,564 respondents from 7,703 households completed an interview in the first wave (see Juster & Suzman, 1995 , for a detailed discussion of the HRS data). Although the data set includes both men and women, for this analysis only data from the 2,699 women aged 55-64 years were used. Of the total number of women participating in the study, 2,152 or 79.7% were White and 547 or 20.3% were African American.
The Center for Epidemiological Studies Depression Scale (Radloff, 1977) has been used extensively among elderly respondents (Wallace & Herzog, 1993) . A shortened version of the original 20-item scale was used in the HRS Ouster & Suzman, 1995; Kohout, Berkman, Evans, & Cornoni-Huntley, 1993; Wallace & Herzog, 1993) . The shortened 14-item version of the scale was used after factor analyses confirmed the structure of the scale and internal consistency measures documented the quality of the scale. Depressive symptoms are assessed over the period of a week. Responses ranged from 4 for "most of the time" to 1 for "none of the time." Scores were summed for each participant and ranged from 14 to 56. Higher scores were indicative of greater depressive symptomatology.
Social roles included spouse or partner, employee, care provider, grandmother, and volunteer. Depending upon the statistical technique, marriage and employment variables were used as multicategorical or dichotomized. Care provider, grandmother, and volunteer variables were dichotomized throughout all analyses. If a respondent occupied a role, it was coded 1, while unoccupied roles were coded 0.
Several steps were taken to dichotomize the role of care provider. Three specific questions were used to assess whether (a) a child lived in the household (including those away at school); (b) 100 hours or more during the past year were spent taking care of own parent; and (c) at least 100 hours during last 12 months were spent caring for an in-law. A score of 1 was assigned if one or more of these statements were true; a 0 was assigned to respondents who answered "no" to all of the questions. In terms of the role of grandmother, respondents were asked if they provided more than 100 hours of care to a grandchild or to grandchildren during the past 12 months. Affirmative responses were coded 1. The role of volunteer was measured by asking respondents to indicate whether they had spent 100 hours or more during the past 12 months doing volunteer work for a religious or charitable organization. Those who responded "yes" were coded 1 participating in a volunteer role. A variable was constructed to assess the total number of roles women engage in during old age. The variable reflected the five social roles (i.e., spouse, employee, care provider, grandmother, and volunteer) examined in this study. Responses ranged from 0 to 5 roles.
Race was dichotomized so that 1 = African American women and 0 = White women. Demographic variables used in this analysis include age, income, and education. Income was used for the descriptive analysis only, with four categories ranging from less than $9,999 to more than $40,000, with a mean of $23,830. Depending on the statistical method used, age and education were treated as both continuous and categorical variables and included in the descriptive and multiple regression analyses.
Univariate distributions for the demographic factors are presented separately by race in Univariate statistical measures were used for central tendencies. Chi-square and t-test procedures were used for bivariate tests of significance. Two-way analyses of variance were used to assess significant racial differences in depressive symptoms by social roles. Multiple regression analyses were conducted to assess the relative importance of each social role while controlling for the demographic variables of age and education. The marital role was coded 1 = married and 0 = other for these analyses. Similarly, the employment role was coded 1 = employed and 0 = other.
Results
Racial differences were obtained for depressive symptoms. As expected, the mean depressive symptom score for African American women (M = 46.26, SD = 6.72) was significantly higher than for White women (M = 47.48, SD = 5.65). This difference was statistically significant, t(2641) = 4.27, p < .00.
In Table 2 , racial differences among women in each of the five social roles are presented. Significant racial differences were observed in the roles of marriage, X vider, x 2 (1, N = 905) = 18.81, p < .001. In sum, White women were more likely to be married and employed, whereas a larger percentage of African American women occupied the role of care provider and grandmother. The roles of grandmother, % 2 (1, M = 2642) = 10.63, ns, and volunteer % 2 {1, N = 1897) = .03, ns, did not yield significant racial differences between older women. On the other hand, significant racial differences were apparent in the total number of social roles, t(1451) = 3.53, p < .001. African American women had a mean number of social roles {M = 1.71, SD = 1.02) that was significantly lower than White women {M = 1.81, SD = .94). As shown in Table 2 , a larger percentage of African American women (12.2%) than White women (5.2%) occupied no social roles. Table 3 gives the distribution of depressive symptoms by social role separately for African American and White women. The association between depressive symptoms and the marital role was significant F(1, 2636) = 26.13, p < .00. Findings indicate that, for both African American and White women, married women have fewer depressive symptoms than do those who are not married. Among African Americans, depressive symptoms were highest for separated/divorced and never married women, whereas depressive symptoms were highest among widowed and separated/ divorced White women. However, the interaction between race and marriages indicates no significant racial differences in the association of marriage with depressive symptoms, 5(3,2636) = 2.07, ns.
Social Roles and Depression
A significant association between the employment role and depressive symptoms was found, 5(4,2417) = 81.09, p < .00. Specifically, women who were employed reported the lowest depressive symptoms. However, retired women had depressive symptoms that were similar to levels reported by employed women. On the other hand, depressive symptoms were highest for women who were sick and disabled. The interaction for race and employment was not significant, 5(4,2417) = .45, ns.
Regarding the care provider role, there was no significant relationship with depressive symptoms, 5(1,2642) = .02, ns. This finding indicates that care providers and non-care providers have similar levels of depressive symptoms. Further, the interaction for race and care provider did not emerge as a significant predictor of depressive symptoms, 5(1,2642) = .00, ns.
Similarly, significant differences between the role of grandmother and depressive symptoms were not found, 5(1,2642) = .85, ns. This finding indicates that the level of depressive symptoms reported by grandmothers is similar to those reported by nongrandmothers. The interaction for race and grandmother was not a significant predictor of depressive symptoms, 5(1,2642) = .31, ns.
The relationship between the volunteer role and depressive symptoms was significant 5(1,2642) = 20.07, p < .000, implying that volunteers have fewer depressive symptoms than nonvolunteers. On the other hand, the interaction for race and the volunteer role was not significant, 5(1,2642) = 2.49, ns.
Depressive symptoms were significantly associated with the total number of social roles, 5(5,2642) = 34.99, p < .00. This finding indicates that women with a greater number of social roles report less depressive symptoms than women with fewer social roles. Specifically, depressive symptoms decline with increasing number of social roles for African American and White women. The exception was that White women in five or more roles had slightly greater symptoms {M = 22.75, SD = 8.24) than White women with four roles {M = 20.38, SD = 3.89). However, this difference was not statistically significant, t(119) = -1.61, ns. On the other hand, the interaction of race and total number of social roles was significant, 5(4,2642) = 3.88, p < .00, indicating racial differences in the association of total number of social roles to depressive symptoms. Further, when data were analyzed for racial differences among women occupying one, two, or three roles, significant racial 
Constellation of Social Roles
Further analyses were done to understand racial differences in the constellation of social roles and the implications for depressive symptoms. These analyses proceeded by examining racial differences in depressive symptoms in all possible combinations of the five types of social roles. Beginning the analyses with women occupying only one role, the results showed racial differences in the type of role occupied. Results in Table 4 show that depressive symptoms are high for women occupying the role of care provider and grandmother. More importantly, there were differences by race. When occupying one social role, African American women were more likely to be in roles with higher levels of depressive symptoms, such as care provider (27.3%) and grandmother (9.9%), than White women (5.6% and 2.5%, respectively).
Although not shown, analyses were also conducted for women occupying only two, only three, or only four social roles. For those occupying only two roles, depressive symptoms were highest among both Afri- "p < .05; **p < .01; ***p < .001.
can American and White women who were care providers and grandmothers. Lowest depressive symptoms among Whites occurred for those with the two roles of grandmother and volunteer {M = 19.00, SD = 2.8), but were lowest among African American women who were married and a grandmother (M = 19.90, SD = 3.0). This difference was not statistically significant. Of all possible constellations of three roles, there was one combination of social roles in which racial differences in depressive symptoms were significant, t(29) = -2.82, p < .009. African American women had a higher mean (M = 29.67, SD = 8.15) than White women {M = 21.75, SD = 4.24) occupying the roles of spouse, grandmother, and volunteer.
Among women occupying four social roles, the highest level of depressive symptoms was found among African American women who were married, employed, grandmothers, and volunteers {M = 20.61, SD = 4.05). For White women with four roles, the highest level of depressive symptoms was found among women who were married, employed, care providers, and grandmothers. The four roles associated with the lowest level of depressive symptoms were similar for African American (M = 18.33, SD = 3.45) and White {M = 19.63, SD = 3.85) women. The roles included spouse, care provider, grandmother, and volunteer. Overall, when the data were analyzed separately for two, three, four or five roles, few or no racial differences in depressive symptoms were observed between African American and White women. Significant racial differences were on)y evident among women occupying one role.
Multiple Regression Analysis
The results of multiple regression analyses are presented in Table 5 . Racial differences were tested using interactions of race with each social role. Equation 1 includes the variable of race along with the demographic variables of age and education. The standardized coefficient for race is significant (Beta = .062, p < .001) and reflects increased depressive symptoms for African American women.
Racial differences in social roles and their influence on depressive symptomatology were tested in Equations 2 through 7. For each social role examined in Across equations 2 through 7, there are significant racial differences as evidenced in a significant main effect, a significant racial interaction effect, or both. Specifically, when controlling for age and education, significant racial differences are evident for the social roles of spouse, worker, and volunteer and for the total number of social roles.
Equation 8 combines the three significant social roles of spouse, worker, and volunteer and the number of social roles along with their interaction terms. These findings indicate the relative influence of the three social roles and the total number of social roles on depressive symptoms when age and education are held constant. It appears that marriage (Beta = -.151, p < .001) and employment p < .001) are the social roles with the most powerful predictive influence on depressive symptoms for both African American and White women. Similarly in equation 8, the total number of social roles is significant (Beta = -.078, p < .01). Note, only the interaction of employment with race is significant (Beta= -.053, p < .01). Findings from the multiple regression analyses suggest that for both African American and White women, marriage, employment, and total number of social roles are the most powerful indicators of depressive symptoms. At the same time there are significant differences by race in the relationship of employment to depressive symptoms. Further analyses of the interaction indicate that occupying the employment role has a greater affect on reducing depressive symptoms for African American women than for White women.
Discussion
This investigation has examined the influence of multiple social role participation on depressive symptoms for older African American and White women. As expected, multiple social roles were generally associated with fewer depressive symptoms. These analyses provide general support for the role enhancement hypothesis, which contends that positive psychological effects of well-being are derived from multiple role management (Rushing et al., 1992) . In particular, the most important roles associated with the least depressive symptoms for both African American and White women were those pertaining to marriage and employment. No support was found for the role strain hypothesis that increased number of social roles are associated with greater depression.
Older African American women reported significantly higher depressive symptoms than White women. In part, this is due to differences in the constellation and number of social roles held by African American women. With regard to the constellation of multiple social roles, African American women were less likely than White women to occupy the roles of employment and marriage, which are associated with less depression. In particular, findings from these analyses show that employment has a more powerful influence on diminishing depressive symptoms for African American women than White women occupying multiple social roles. As previous studies have shown, employment and marriage are also associated with greater economic and psychological benefits (Kandel et al., 1985) , which are predictive of lower levels of depressive symptoms. However, older African American women are more likely than their White counterparts to occupy the social roles of grandmother and care provider, without having the economic and psychological resources provided by employment and marriage. In the absence of a spouse and/or employment, midlife and older African American women who are caregivers and/or grandmothers are more likely than Whites to face economic hardship, which has consistently been linked to higher levels of depression in the literature (Coleman et al., 1987) . Thus, although providing for family members and fictive kin is a sociocultural value for women in African American communities (Barresi & Menon, 1990; McCray, 1980) , it appears to come at some cost to the health of these women (Hooks, 1981) .
The importance of racial differences in the constellation of social roles and their impact on depressive symptoms was particularly evidenced among women with only one role. African American women with only one role were more likely to be in roles such as care provider or grandmother, where depressive symptoms were higher than in the roles of marriage and employment. These findings support the notion that the mental health of African American women is effected more by the excessive responsibilities necessary to fulfill specific social roles, such as caregiver and grandmother, than the number of social roles occupied (Staples & Boulin-Johnson, 1993 ). This may be complicated by the sociocultural and demographic factors that influence role fulfillment for older African American women.
Support was also found for the hypotheses that racial differences would emerge in the total number of social roles held by older women. African American women held fewer social roles than White women. A greater number of African American women than White women had none of the five social roles included in the analysis. This means that they were not in the traditional social role held by women, specifically marriage, worker, nor in the roles of volunteer, care provider, or grandmother. Given that women with no social role were also those with the highest level of depressive symptoms, this suggests that they are likely to be socially isolated and nave fewer sources of social support than women with at least one social role.
Racial differences in the total number of social roles are also attributable to African American women being less likely to be married and employed. For example, the percentages of African American women who were widowed (22%) and never married (7.9%) compared with those of White women (10.6% and 2.3%, respectively) indicate that African American women are less likely to occupy the marriage role. Although the literature suggests tnat African American women have historically been employed in order to assist the family (Staples, 1988) , many of the current older African American women entered the labor market in domestic service areas, agriculture, industry, and clerical work (Hooks, 1981) . It is important to note that significant physical hardships are often associated witn these jobs. The physical toll of such work history may be reflected in this study. For instance, nearly a fifth of the African American women were sick or disabled, compared with only 8% of the White women, indicating that they were less likely to occupy the employment role in later life. Age and gender discrimination are also likely to decrease the possibility of older African American women having the employment role.
The findings from this study underscore the importance of race differences in social roles and a concomitant association with mental well-being. In addition, the findings contribute to the prior literature by examining race differences in role constellation in depth and the impact on mental health of older women. Nevertheless, this study had several limitations. For example, the predictive validity of the combined social roles included in this analyses was low. Only 10% of the variation in depressive symptoms was explained.
Further, it is important to recognize that this study was cross-sectional and did not examine causal links. Accordingly, it is possible that higher levels of depressive symptoms among African American women may have led to their having fewer social roles and to their lower likelihood of marriage and employment. In addition, future studies of African American women need to include measures of social roles that encompass a sociocultural context. As an example, the care provider measure used in this study did not capture the tasks of women providing care to extended family (e.g., nieces, nephews, grandparent, siblings, aunts, cousins, fictive kin). This is particularly important for African Americans, who have a history of caring for people other than in-laws and members of the nuclear family (Barresi & Menon, 1990; McCray, 1980) . Thus, future studies on caregiving should move beyond the traditional family members currently discussed in the literature and include information about extended family members who may be receiving care.
Similarly, an assessment of individuals residing in older women's households can provide important contextual information. For example, it is not clear whether the presence of another adult (e.g., child, sibling), who can potentially help with household and caregiving responsibilities, increases, decreases, or has no effect on depressive symptoms for older women. As the literature suggests, African Americans are more likely than Whites to reside in multigenerational households (Staples & Boulin-Johnson, 1993) . Thus, an assessment of individuals residing in the households of African American women and the tasks they perform can provide important information regarding the strategies these women may create to reduce the strain of multiple role responsibilities (Malson, 1983) .
A more comprehensive measure of the volunteer role is also needed. Many older African Americans participate, hold offices, and have various levels of respons\bW\\ies \n soc\a\ ovgavY\zaWor\s bes\des the ctavwcta. Unfortunately, many of the current measures of volunteer participation do not capture the many areas where older women volunteer their time. Thus, the volunteer social role variable should go beyond church participation. The variable should be expanded to reflect participation in specific activities, such as senior centers, community organizations, and advocacy groups.
